INTRODUCTION
The tradition of the Annual Oration was introduced in the days when almost all clinical studies were carried out in this hospital, to welcome new clinical medical students. The world has changed since then and with it the curriculum, the academic calendar and, more than anything else, medical care. Although we may bemoan many of these changes, few of us would want to go back to medicine as it was when I was a student. Last year we heard the 170th Oration from Morrell Lyons, entitled 'Anaesthesia and the Broken Hearted' and he told us about the development of anaesthesia for cardiac surgery. He said 'The broken hearted ... are not my surgical colleagues ... but rather patients with significant heart disease . . .' Little did I think as I listened to him then, that between his oration and mine I would become one of his broken hearted patients. I have now sampled this hospital from the other side and found it to be a very positive experience. I encountered at first hand what in my head I knew already. There are many people here, of all grades, who do a lot more than is included in their job descriptions and who are prepared to go far out oftheir way to make life easier for the patients. I am very grateful for all that was done for me in the cardiology wards. To return to the tradition of this oration, I now welcome to this historic hospital all those clinical medical students who have arrived since the last oration one year ago. During the next few years you will have the privilege of many opportunities to understand patients and disease, and to lay the foundations for the rest of your medical careers. If you use the time wisely, you and your patients will continue to reap the reward for the rest of your professional lives. If you don't, you may well still pass your exams and collect your degrees but you will have missed an opportunity that will never be repeated, your future patients will get less than the best and you will gain less satisfaction. It is my duty to give you some advice about your future. What better than that given by the famous Irishman, C S Lewis, cousin of Dr Ted Lewis, whom many will remember as a Consultant Physician in Wards 1 and 2? Both were born in Belfast exactly 100 years ago. In his Commemoration Address to King's College in London in 1944, C S Lewis gave some advice about professional life. He advised that you make it your goal to associate with the people who have the right attitude to their profession and whose satisfaction lies in doing the job well. In this way you will preserve your integrity, enjoy what you are doing and hopefully do it well. You might also get fame and fortune. If on the other hand, you make it your aim to get in with those who you think can advance your career, you are more likely to get fame and fortune but possibly at a price that is too high. You Gordon Smyth was also one of the leaders in our efforts to conquer conductive deafness and, again, his long term records proved to be invaluable. Great strides have been made but sadly some types of middle ear problem have proved resistant to all that we can do and conductive deafness has not yet been totally conquered.
DEVELOPMENT OF HEARING AIDS
However, fortunately, the new technologies that allowed many of the advances in surgery also led to advances in hearing aid development. Until the late nineteenth century the only effective form of hearing aid was some system to funnel sound into the ear canal (Fig 10) and thereby increase its amplitude. The old fashioned ear trumpet is not to be scoffed at. It is simple, doesn't require batteries and is very effective so long as the deafness is not severe. Alexander Graham Bell was a teacher of the deaf, and married one of his deaf pupils. In the nineteenth century he worked hard to try to produce some form of electrical amplification for his wife; he did this, and on the way he also created the telephone. Despite this, it was not until the 1920s that really practical hearing aids were invented. However, although they were practical, they were unwearable. The aid was bigger than many modern small television sets and was powered by an acid battery that was almost as large. So the hearing aid stayed stationary and the user came to it. It was not until the 30s that hearing aids became wearable although they were still both heavy and conspicuous, with the batteries being carried separately in a large pack.
With the development of transistors in the 50s the size could be reduced and when I started my ENT career in 1963 many were still marvelling at the wonderful 'little' hearing aids that had become available. These were the size of a packet of 20 cigarettes, were worn on the body and had a wire going up to the ear. Nowadays they are considered quite unacceptable. Hearing aids have continued to improve and the aids available at present under the Health Service are small and, being worn behind the ear are not easily seen, especially in those with long hair. Hearing aids are one of the few things that have survived all health service cuts in that they continue to be free but the downside of this is that the range is limited to certain mass-produced models.
Advances have continued. The latest digital hearing aids can be completely out of sight, preprogrammed by computer to suit the specific hearing loss of the wearer, adjusted to filter out some of the background noise and fitted with automatic volume control. Sadly these really modern digital aids are not available under the National Health Service, but with the current liberalisation ofthe health service these wonderful aids can now be bought through our hospital hearing aid department, at the much discounted price of about £1400. I have been talking only about aids that deliver sound through the ear canal. There are many reasons why these are not suitable for everyone. The most obvious, although not the most common, is absence of an ear canal. In these people amplified sound is delivered into the inner ear through the bone. Advances are being made here also. We now have the bone-anchored boneconduction hearing aid. A metal screw is implanted into the side of the head and in a few months it becomes bonded with the bone of the skull. A hearing aid fitting is then applied and a hearing aid is snapped on to this. This is more comfortable to wear and produces better quality sound than the conventional bone-conduction hearing aid. We accept that there is no evidence that you ever had any intention of acting other than in your patients' interests.' Many of us would be delighted, at the end of our careers, to have the GMC say that about us. But, of course, again the papers didn't report it. It seems to me that James Wisheart did what C S Lewis advised, but sadly it didn't work out for him. I don't think any graduate of this medical school has had so much publicity since the trial of John Bodkin Adams, over 40 years ago, on a charge of murdering some of his patients. And it is unlikely that any graduate of this medical school has ever been so unfairly vilified. I suppose that the moral is that no one is, or ever was, safe, once the press start looking for a scapegoat. There are none so deaf to reason as the press when they get going.
This Bristol case will result in changes that all of us will feel. Medicine is, yet again, entering another brave new world that is well illustrated by the poster that says, 'Doctor, the patient will see you now'. There has never been a time when we could do more for our patients than now. But resources are limited and the public have been encouraged by successive governments to have unrealistic expectations. Our standing as a profession is in danger. The GMC may have thought that the production of a scapegoat for both press and government would ensure that we would continue to regulate ourselves. That is far from certain. However, not only do we not want a system that requires a scapegoat from time to time, but most of us realise that if any one of us were to be the subject of scrutiny, in the manner of this recent GMC enquiry, he or she is likely to have areas of considerable discomfort.
In this new world we must audit all our work, which is mandatory. For many this isn't new, but for all it is time consuming. Evidence-based medicine is certainly important, and we must look critically at everything we do. Again for many this isn't new and for all is time consuming. What is new for most of us is that we now have to cope with new situations where we have to think about costs, in some shape or form, in almost every decision we make. But despite all the trauma and insecurities that we, and indeed all professions, are feeling at the moment, medicine is still a good career. It is satisfying, extremely interesting, reasonably secure and rewarded, and happily, most people still do trust us, despite everything. To all new clinical medical students I say, 'You have chosen a good profession. Become good at it and you will have a satisfying and rewarding life. You might even become rich and famous'.
